AUTHORS' REPLY,-Mr Owen and colleagues are correct that we did not directly refer to the shortened lifespan in gross obesity because no operation has yet been shown to reverse this trend successfully. We did not discuss the Scopinaro biliopancreatic bypass because only its originator has substantial experience of it.
We were perhaps a little uncritical in quoting reports of dysplasia and gastritis in some of the gastric procedures. But no other reports on the Alden procedure have been published so far that refute the assertions of McCarthy et al. We remain unconvinced, however, that gastric operations for gross obesity are a satisfactory solution; the small proximal pouch (50 ml) impairs normal eating for the rest of the patient's life. In a masterly review Naslund compared gastric bypass surgery of the variance in coronary heart disease. Although this is a small effect size, the reliability of the finding and the number of people affected make it non-trivial. The more detailed results of the study were instructive and included highly significant effect sizes on coronary heart disease for the following personality indices: Jenkins activity survey, 0-067; type A structured interview, 0-221; extraversion, 0-071; anxiety, 0-124; and depression, 0 205.
Other results from the same study were relevant to Dr Sensky's concerns about the relation between the structured interview and self report measures: the "hard driving" component of the Jenkins activity survey had an effect size of 0-153, larger than either the type A (all measures) or the total Jenkins activity survey score effect sizes. Further, "job involvement" on the Jenkins activity survey was not related to coronary heart disease while "speed and impatience" were weakly related, leading the authors to conclude that this finding seemed to contradict the popular notion of the workaholic who develops coronary heart disease.
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